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Abstract


A recent Associated Press news release highlighted the current high-level funding afforded to sectarian organizations for the prevention of the spread of the human immunodeficiency virus (HIV) and the provision of care for HIV positive clients or those with acquired immunodeficiency syndrome (AIDS). Since gay males continue to represent the highest risk group for infection and spread of HIV  concerns have surfaced regarding possible discrimination along with a concentration of abstinence only treatment strategy resulting in the possibility for substandard care for HIV/AIDS clients who are gay males.  This article explores several concerns that evolve when religious organizations are responsible for care directed at this population. Some areas for concern include: the potential for homophobic ideas guiding the intervention efforts with a strong  focus on abstinence-only prevention strategies. Areas for further study and suggestions for public policy are outlined. 
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Religious and Faith-Based Organizations Providing Social Services: Charitable Choice

The Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) of 1996 greatly expanded the accessibility and feasibility of religious organizations and institutions to compete for federal and state funds to provide social services. Lieberman and Cummings (2002) provided specific fiscal examples for the General Accounting Office (GAO) and found “at least 19 states have contracted with FBOs [faith-based organizations] to provide some welfare-related services” (p. 2).  PRWORA contains a provision known as Charitable Choice, which is designed to decrease the barriers of religious organizations in their ability to compete for federal and state funding to provide social services (Davis, 1996; Bartkowski & Regis 1999; Cahill & Jones, 2002; Glennon, 2000; Cnaan & Bodie, 2002; Kennedy & Bielefeld, 2002; Knippenberg, 2003).  The PRWORA provision of Charitable Choice was legislated under the Clinton Administration in 1996 and has been largely embraced and expanded by the Bush Administration (Yang, 2001; Cahill & Jones, 2002; Cnaan & Bodie, 2002; Jean, 2002; Rostow, 2003). 


Charitable Choice is specifically found in Section 104 of PRWORA. Bartkowski & Regis (1999) completed an examination of the Charitable Choice policy and some of its legal terminology and concluded the following:

As outlined in Section 104 of PRWORA, state governments that opt to contract with independent sector social service providers cannot legally exclude faith-based organizations from consideration simply because they are religious in nature. Consequently, the language of “choice” in this legislation is designed to underscore the importance to giving religious congregations the same opportunities that secular nonprofit agencies enjoy in competing for purchase-of-service contracts with state governments. Furthermore, Charitable Choice aims to ensure that state governments cannot censor religious expression—i.e. religious symbols or practices—among faith-based organizations that are selected to provide state-funded social services (p. 8).

Charitable choice allows religious organizations to compete openly for providing services, yet if organizations that are federally funded can allow their religious beliefs to guide the types of services they provide, discriminatory practices can be either intentionally or unintentionally propagated.  For example, according to Centers for Disease Control (CDC) (2003) data, men who have sex with men (MSM) represent the largest exposure category of new HIV infections and AIDS diagnoses. As many as 23,153 males were infected with HIV or were diagnosed with AIDS in 2003; 68% of these infections were in males who reported having sexual contact with other men (63% were MSM while 5% represented MSM and injection drug users); and the highest rate of infection was among African Americans (50%) while whites comprised 32% and Hispanics 15% of all infections (CDC, 2003). In addition, while gay men continue to be at highest risk of infection, recent data also suggest infection rates among this population are increasing (Sternberg, 2003). HIV infections rose more than 7% from 2001 to 2002, with an overall increase of almost 18% since 1999, when the number of infections among gay and bisexual men bottomed out at 6,561 of the 40,000 total HIV infections estimated annually (Sternberg, 2003). The 2003 CDC report HIV/AIDS Among Men who Have Sex with Men highlights this finding thereby emphasizing the need for these males  to require culturally diverse prevention and education services. This increasing prevalence coupled with the historic disparity of HIV/AIDS infection in gay men presents significant considerations not only in the treatment of clients diagnosed with HIV/AIDS, but also in the prevention strategies aimed at lowering infection rates among the general population. In 2005, $15 billion in federal funds were allocated to the prevention and treatment of HIV/AIDS and 25% of these funds were provided to sectarian organizations (Beamish, 2006). With such great allocations to religious organizations that are treating clients already infected, it is certain that gay men who are HIV positive will need to access services that are  provided by such religious organizations. In addition, it becomes necessary to also examine the prevention strategies employed by these organizations and the implications these strategies have on gay men.

Religiosity as a Predictor of Homophobia

Religious association is a highly studied and sensitive independent variable related to homophobia (Berkman & Zinberg, 1997; Dennis, 2002; Douglas, Kalman, Kalman,1985; Ellis, Kitzinger & Wilkinson, 2002;Finlay & Walther, 2003; Herek, 2000; Herek, 2002; Herek & Capitanio, 1995; Herek & Glunt, 1993; Herek, 1988;Hoffmann & Bakken, 2001; Lewis, 2003; Plugge-Foust & Strickland, 2001; Petersen & Donnenwerth, 1998; Wilson & Huff, 2001). Furthermore, social science researchers have documented the strong positive correlation between religious associations with homophobia (Finlay & Walther, 2003; Lewis, 2003; Dennis, 2002; Ellis, et al., 2002; Herek, 2002; Plugge-Foust & Strickland, 2001; Wilson & Huff, 2001; Herek, 2000; Petersen & Donnenwerth, 1998; Berkman & Zinberg, 1997; Herek & Capitanio, 1995; Herek & Glunt, 1993; Herek, 1988). This linkage, however, remains multifaceted taking into account varying denominations, religious sects, frequency of attendance at religious services, and other independent variables which help to determine overall religious association. A study by Blackwell and Kiehl (2006) failed to capture  religious association as a causative factor of homophobia in nurses; and the authors concluded one potential reason for this was the vast difference between ones spiritual beliefs and their religious ones. 
Lewis (2003) compared religious association and differences in overall homophobia among Caucasians and African Americans, and found that since African Americans were substantially more religious than Caucasians, the levels of homophobia also appeared higher.   In addition, heterosexuals that self-identify with a fundamentalist religious denomination typically manifest higher levels of sexual prejudice than do non-religious and members of liberal denominations (Herek & Glunt, 1993; Herek, 2000). Religious conservativism and liberalism also play a significant role along with varying support for gay rights whereas Jews were most accepting and born-again Protestants the most disapproving (Lewis, 2003). 

This difference in homophobia between conservative and liberal denominations is reflected in the Attitudes Toward Lesbians and Gay men (ATLG) scale as well (Herek, 1988). Similarly, research utilizing other measurement scales of homophobia, such as the Homophobia-Scale (H-Scale), also correlated differences in homophobia among religious denominations (Finlay & Walther, 2003).  On this measurement scale conservative Protestants have the highest H-scale score, followed by  moderate Protestants and Catholics. 
There is also a positive correlation between support of lesbian and gay human rights and conservative religious sects (Petersen & Donnenwerth, 1998; Ellis, et al., 2002).Therefore, as measured by the Differential Loneliness Scale (DLS), as irrational thought process increase so does homophobia. In addition, irrational thought processes tend to be higher among individuals who are Catholic and Protestant. This leads to greater levels of homophobia as measured by the H-Scale in these traditionally-classified conservative denominations (Plugge-Foust & Strickland, 2001). 

Intensity of religious feeling, frequency of religious service attendance, frequency of prayer, and importance of religion in participants’ lives is also highly correlated with homophobia (Berkman & Zinberg, 1997; Herek, 2000; Lewis, 2003). Heterosexuals who rate religion as “very important” are more homophobic than those who rate religion as “somewhat/ to not at all important” (Herek, 2002). Even in disciplines such as social work, where there is great respect for diversity homophobia tends to be greater among social workers who believe that religion is an extremely important aspect of their lives (Berkman & Zinberg, 1997).

Heterosexuals who attend religious services weekly or more often have higher levels of homophobia than those who attended religious services less frequently (Herek & Capitanio, 1995; Herek, 2002). Specific religious beliefs are also associated with homophobia. Individuals who believe in an active Satan have higher levels of homophobia and have significantly greater intolerance towards gay men and lesbians than those who don’t believe in an active Satan (Wilson & Huff, 2001)                                        

For the most part, it appears that liberal Protestants and individuals not-affiliated with a religion have significantly lower homophobia scores (Finlay & Walther, 2003). Those least homophobic appear to be individuals who do not self-identify themselves as Christian (Finlay & Walther, 2003).
Although there is a strong religious-associated correlation with homophobia, there does not appear to be a strong correlation between religiosity and gay/lesbian colonization (Dennis, 2002). Thus, regions of the country that have high populations of religious practitioners do not necessarily have smaller populations of gay and lesbian residents (Dennis, 2002).  Because religious factors appear to have strong influences in the development of homophobia, gay, lesbian, bisexual, and transgender (GLBT) organizations such as the Human Rights Campaign (HRC) and the National Gay and Lesbian Taskforce  have voiced serious concern about receiving social services through religious organizations (Blackwell & Dziegielewski, 2005).
The Potential for Discrimination and Limited Treatment Strategy Resulting in Sub-standard Care 
A comprehensive report authored by Cahill and Jones (2002), outlined multiple discriminatory and homophobic issues GLBT persons might encounter when seeking social services from faith-based organizations. Among these included proselytizing, direct discrimination and homophobic treatment, lack of access to services, and legislative loopholes which could permit substandard care by sectarian organizations to exist without proper regulatory response (Cahill & Jones, 2002). 
In addition, social scientists have suggested that religious-based homophobia has been coupled with HIV/AIDS prevention efforts since the emergence of the pandemic in the United States in the early 1980s (Lugg, 1998). Lugg (1998) found in her literature review that homosexuality was explicitly and repetitiously linked with the ghastly and terminal course of the disease among religious leaders such as Jerry Falwell, Pat Robertson, and Lou Sheldon. The potential impacts of religious organizations in the treatment and prevention of HIV/AIDS to the gay male are quite numerous including negative and discriminatory aspects of abstinence-only prevention programs, access to care issues, and aversion to religious service providers.
Negative And Discriminatory Aspects Of Abstinence-Only Prevention Programs To Gay Men

One of the greatest concerns that could lead to discriminatory practices is the emphasis on abstinence only prevention programs that can fail to address adult sexuality among gay males. Most professionals agree that human sexuality is a natural and normal part of adult development. Therefore, when working to limit the spread of HIV infection, abstinence, marriage and the use of condoms are often considered the cornerstones of this type of treatment approach. So from this perspective it makes sense that religious-based HIV prevention programs are more likely to promote abstinence-only strategies and such programs have proliferated under the Bush Administration (Rose, 2005). The abstinence-only prevention programs tend to concentrate on stopping sexual intercourse from occurring (Rose, 2005) outside of the context of a loving, stabile, and long-term relationship, usually defined as marriage. When using this approach as the foundation of treatment the focus on marriage as a central aspect of sexual relationships predominantly excludes gay men and lesbians largely due to inequality in marriage policies across the United States and in various religious-based doctrines and practices. The Catholic Church’s condemnation of homosexuality coupled with its ban on the use of condoms and insistence on abstinence has made it almost “… impossible for the Catholic Church to work effectively to suppress the spread of HIV” (Brooks, Etzel, Hinojos, Henry, & Perez, 2005, p. 740).
Brooks, et al.,  (2005) also suggested that primarily African-American churches can also be problematic when fostering this approach as the inability or refusal of black clergy to discuss sexual issues, particularly those behaviors which are associated with the transmission of the virus (anal sex, bisexuality, and homosexuality), can inadvertently lead to its spread.  If sexuality is limited to marriage and gay males cannot marry this sets up a situation where gay men and women are being told that their desires for human sexual contact is simply not allowed. Although some states allow some of the rights and privileges of marriage through state domestic partner policies and registries, more than 30 states define marriage strictly as being between a man and a woman (Meacham, Scelfo, France, et al., 2002); as a result, gay people are marginalized within the invalidity of their relationships.

Researchers have found that the denial and ignorance of sexual relationships and activities between men who have sex with men as largely responsible for the failure of HIV prevention efforts on a global scale (Parker, Khan, & Aggleton, 1998). Researchers assessing prevention efforts in sub-Saharan Africa have discovered an almost complete absence of community-based prevention efforts specifically targeting gay males (Parker, et al., 1998). This problem has also been found in many parts of South and Southeast Asia, where HIV infection rates have continued to rise, especially in China, where HIV/AIDS is an emerging epidemic (Giovanna-Merli, Hertog, Wang, & Li, 2006; Parker, et al., 1998). India’s outreach and prevention efforts have also been deemed largely ineffectual; secondary to a lack of concentration on efforts geared at teaching safe-sex practices among MSM (Parker, et al., 1998). 
Because MSM continue to represent the largest risk group for HIV infection and AIDS diagnoses (CDC, 2003), ignoring this population might actually increase their infection rates as a result of inadequate training and education regarding safe sexual practices, condom use, and avoidance of high-risk behaviors and what constitutes such behaviors. Parker, et al., (1998) conclude that “conspicuous by their absence, the widespread denial of the needs of men who have sex with men in the developing world is another example of the long record of neglect that should bring shame not only to governmental agencies and donors, but to all of us who work not only for an end to the epidemic, but also for a more just and tolerant world” (p. 342).

In addition to the denial of gay sexual relationships perpetuated within abstinence-only prevention programs, abstinence-only based interventions are not supported in the literature as effective in stopping the spread of HIV infection longitudinally (Rose, 2005). Finally, religious-based interventions may be detrimental to the psychosocial wellbeing of HIV+ individuals. Research conducted by Jenkins (1995) found that many sero-positive individuals “feel estranged from organized religion because of doctrines that seem unsympathetic and or punitive toward HIV and those who carry the virus” (p. 132). Research suggests that behavior modification and proper training on the correct usage and distribution of condoms and the avoidance of high-risk sexual practices are much more effective and appropriate at reducing the spread of HIV and increasing safer sex, especially among gay males and subsets of gay males (Ross, Henry, Freeman, Caughy, & Dawson, 2004; Veerman, Tatsa, Druzin, & Weinstein, 1999; Parker, et al., 1998). 

Research has failed to demonstrate the long-term effectiveness of abstinence-only prevention programs (Rose, 2005). Coupled with this lack of evidence, as previously discussed abstinence-only programs tend to marginalize gay men through invalidation of their relationships largely by ignoring behaviors between MSM altogether. Data asserts the most successful interventions aimed at combating the spread of HIV are those that are culturally-specific for the individual and those that address disempowering forces in people’s lives (Marin, 2003). The emphasis of safer sex practices is seen as an essential component to educational interventions aimed at reducing the transmission of HIV; the most effective and reliable method to reduce HIV infection risk is through condom use (Lam, Mak, Lindsay, & Russell, 2004). 

A recent increase in the sexual practice known as bare-backing (insertive anal intercourse without use of condoms) among MSM has been seen as a surfacing public health hazard (Wolitski, 2005). Six etiologies for the increase in this unsafe practice have been proposed: 1) improvements in HIV treatment; 2) more complex sexual decision-making; 3) the Internet as means of meeting sexual partners; 4) substance use; 5) safer sex fatigue; and 6) changes in HIV prevention programs (Wolitski, 2005). These etiologies are perhaps interrelated—improvements in HIV treatment could be leading to fatigue of safer sex as gay men may no longer perceive HIV as a terminal disease; and access to sexual partners who mutually use substances during sexual intercourse could be easier because of increased Internet use to find compatible sexual partners.      
Ross, et al.,  (2004) found 3 environmental variables predictive of safer sex practices among MSM: 1) perceived gay/ bisexual men’s norms toward condom use; 2) availability of HIV prevention messages; and 3) what one’s religion says about gay sex. These findings have major suggestive implications for public prevention policy. Beyond these 3 predictors, research suggested that lack of consistent use of condoms among a subset of Latino MSM was related to adventurism and impulsivity (Carballo-Dieguez, et al., 2005). These findings suggest that educational interventions that empower MSM to identify adventurous and impulsive emotions partnered with strategic methods to critically think-through such situations may increase the use of condoms during intercourse. Perhaps educational interventions aimed at gay men could use case-study scenarios of such situations in teaching critical thinking and reasoning skills as research utilizing such approaches have yielded findings regarding unsafe sex practices among this population (Ross, et al., 2004).
Implications Of Access To Care And Aversion To Sectarian Providers Among Gay Men

If an HIV+ gay man refuses treatment from a religious-based service provider, serious access to care issues can arise. Charitable Choice legislation contains an alternative provision that requires federal, state, or local governments to ensure that alternative secular programs be available to serve clients who object to receiving services from a religious social service provider (Cahill & Jones, 2002; Glennon, 2000). 

However, this amounts to nothing more than a mostly unknown and unfunded mandate. The regulations, although requiring this alternative service provider, does not provide funding for the nonreligious providers in the instance that a religious provider is available. 
In addition, it may be impossible to implement due to distance from such providers and time constraints of devising and organizing such alternatives when they do not already exist (Davis, 1996; Cahill & Jones, 2002). An example might be an AIDS patient living in a highly rural area who depends on a government-sponsored food panty to provide sustenance. If the only government-contracted provider is a sectarian one, the client may refuse care because a public service provider not associated with religion is not available. Or, due to loopholes in the legislation designed to maintain the religious identity and integrity of the service provider (Cahill & Jones, 2002), the client may be subjected to homophobic and discriminatory treatment as a result of the religion’s condemnation of homosexuality. 

While sectarian service providers may cause serious access to care issues, the aversion of homosexuals to religion and religious organizations, and subsequently, religious service providers, could also cause HIV+/AIDS clients who are gay men to not seek needed treatments, which may cause an increase in the morbidity and mortality of this population. As discussed, ever since the dawn of the HIV/AIDS crisis, some religious leaders have cited the notion that the virus was a punishment handed down from God for those who are sinners or live in “perversity” (Stone, 1999, p. 16; Lugg, 1998). 

While there is a paucity of study regarding the attitudes of gay men towards religion, it could be postulated that gay men could be less attracted to such religions as Christianity or Islam as a result of their traditional stance against same-sex relationships. The decreased likelihood of gay men to be supportive towards religion could pose a severe obstruction to the delivery of services to HIV+ gay men or those living with AIDS by religious entities. Knowing that MSM continue to contribute to the majority of HIV infections and AIDS diagnoses in the United States (CDC, 2003), forcing them to receive care from religious organizations might lead to an even greater disparity in the morbidity and mortality rates endured by this client base.

Implications for Further Research and Policy Development


The exploration of the effects of religious social service providers on HIV treatment and prevention in the gay male is in its infancy. Data in this area needs to be augmented greatly to help meet public health demands and ensure optimal care delivery for those gay men who are HIV+ or suffering with AIDS. Future critical inquiry should assess the role religion has in the life of gay men inflicted with HIV/AIDS and should also qualitatively examine the reactions of these persons who have received care from such organizations.


In addition, research needs to continue to evolve to discover the best ways to prevent the spread of HIV among MSM. Perhaps of utmost importance, however, is the need for evidence-based policies in the treatment and prevention of the infection. If sectarian organizations are going to continue to play a pivotal role in treating and helping prevent HIV/AIDS, then policy makers must closely examine social science research about the pandemic, ways to stop infection, and optimal treatment strategies for those already infected. Nurses, social workers, public administrators, and all those involved as stakeholders in preventing and treating HIV/AIDS in gay men must play the role of advocate to ensure social justice and equity principles in healthcare and social service delivery.


This article has closely examined the possible discriminatory issues that could be encountered by gay men during the prevention and provision of care of HIV/AIDS by religious organizations. Increased homophobia among individuals with strong religiosity was discussed; the focus on abstinence-only prevention strategies and the neglect these programs have in addressing sexual relationships between gay men was scrutinized; and possible access of care issues associated with aversion to religious-based interventions in gay men were explored. HIV/AIDS is a very real pandemic that continues to threaten the health of the gay male population. Perhaps with future research directives and scholarly inquest, policy makers can begin an evidence-based approach that can turn the tide of disparity, discrimination, and homophobia.
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